Patient Information Form
TeQuaidas Diagnostics
Mobile Phlebotomy & Diagnostic Services
Please complete the following information accurately. This form is essential to ensure the safety and effectiveness of your diagnostic services.
Patient Details
Full Name: _____________________________________________
Date of Birth (MM/DD/YYYY): ____________________________
Phone Number: __________________________ Email Address: _________________________________________
Home Address: _______________________________________City: ___________ State: ______ ZIP: ___________
Emergency Contact Name: ________________________________
Emergency Contact Phone: _______________________________
Relationship: ___________________________________________
Medical History
Do you have any chronic illnesses (e.g., diabetes, hypertension)? If yes, please list:
__________________________________________________________
Have you ever experienced complications during blood draws (e.g., fainting, excessive bleeding)?
__________________________________________________________
Do you have any allergies (especially to latex or antiseptics)?
__________________________________________________________
Are you currently pregnant or breastfeeding? Yes / No
Have you had any recent surgeries or hospitalizations? If yes, please describe:
__________________________________________________________
Current Medications
Please list all medications you are currently taking (including over-the-counter, vitamins, and supplements):
__________________________________________________________
__________________________________________________________
__________________________________________________________
Do any of your medications thin your blood (e.g., aspirin, warfarin)? Yes / No
Acknowledgment
I certify that the information provided above is accurate and complete to the best of my knowledge.
Patient Signature: ___________________________  Date: _______________
Staff/Witness Signature: _____________________  Date: _______________




